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Objective: Numerous studies report large and signiﬁcant improvements in basic mobility and activities of
daily living following total hip or knee replacement (TJR). Nevertheless, quantitative research has shown
minimal increase in participation in activities that beneﬁt overall health. This study explored why people
do or do not engage in activities following hip or knee TJR.
Method: This was a longitudinal qualitative study. Sampling was guided by constructivist grounded
theory and data collected using open-ended, semi-structured interviews. Participants were recruited
using maximum variation sampling based on age, sex and joint replaced (hip or knee). Data were ana-
lysed using a constant comparative approach and coded for thematic patterns and relationships from
which overarching themes were constructed.
Results: Twenty-nine patients participated in interviews prior to, and 8 and 18 months post following
TJR. A high degree of variability with regard to participants' return to activities was found and ﬁve
emergent themes were identiﬁed that accounted for this variability. These themes highlight the
importance of issues beyond medical factors alone, such as socio-cultural factors that partially determine
participants' participation in activity following TJR.
Conclusion: Findings suggest that multi-faceted experiences impact participation in activity following
TJR. These experiences include changes in identity and lifestyle that preclude a ‘return to normal’. There
is an urgent need for supports to increase people's activity post-TJR in order to facilitate enhancement of
post-surgery levels of engagement. Approaches that take into consideration more personalized in-
terventions may be critical to promoting healthy aging in people with TJR.
© 2015 Osteoarthritis Research Society International. Published by Elsevier Ltd. All rights reserved.F. Webster, Department of Family and Community Medicine, 500 University Avenue, 5th Floor, Toronto, Ontario M5G
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F. Webster et al. / Osteoarthritis and Cartilage 23 (2015) 860e867 861Introduction practices of two orthopaedic surgeons by the primary research
team who were not providing care for the patients. PurposiveNumerous quantitative studies report large and signiﬁcant im-
provements in pain, basic mobility and activities of daily living
following total hip or knee replacement (TJR) for osteoarthritis
(OA)1e9. Despite these improvements, research has shown that
there is a minimal increase in the frequency of involvement in ac-
tivities such as social, leisure, exercise and household and personal
management roles from immediately before to 1 year post-surgery,
a timewhen recovery from TJR has stabilised9. Additionally, speciﬁc
to physical activity, others have reported little change in energy
expenditure or time spent in activities that requirewalking or other
forms of physical activity10e13. These latter studies quantiﬁed ac-
tivity with pedometers and/or accelerometers.
Evidence indicates that a lifestyle that includes activities such as
social interactions with friends and family, self-management of
personal affairs, ﬁnances and health and regular moderate physical
activity including exercise (hereafter collectively referred to as ac-
tivity) enhances physical and mental well-being14,15, overall quality
of life16 andmay reduce use of health care resources17,18While these
are general and overall beneﬁts, they also apply to the many people
with OA, particularly as Nuesch et al. identiﬁed that people with
knee OA had an increased risk of all-cause mortality and that those
with walking disability were also at increased risk19. Hence, it is
concerning that people's engagement in activities do not appear to
improve despite the reported reduction in pain and increased
mobility following TJR.
To date, understanding from the patients' standpoint why
engagement in activity does not increase following TJR has received
little or no attention. OA is a slowly progressing disease with
increasing pain and physical disability over decades or more20,21.
Hence, over time people with OA adapt, modifying, reprioritising or
giving up activities22,23. Given the longevity of symptoms prior to
TJR, it may be that people have an established lifestyle within the
context of their disease experience and personal environment by
the time they have surgery such that it changes little post-surgery,
or at least within the ﬁrst year post-surgery. Alternately, even if
they wish to pursue certain activities more frequently, people may
not know how to safely approach engaging in these activities. Our
current understanding of why engagement in activities does not
increase following TJR when pain and physical function are
improved is speculative.
Given the known beneﬁts of engaging in activity, it is critical
that we understand why participation in activity does not increase
following TJR surgery. Qualitative research approaches have been
increasingly used in health services research in order to provide
insights into both lived experiences and the social organisation of
care24. An extensive body of knowledge has been developed in
relation to the patient experience of chronic OA pain and other
chronic health conditions, although not in relation to this speciﬁc
question25. The aim of this research was to understand from the
perspective of those with OA how and why they do or do not
engage in activities after having a primary TJR.Methods
Using a constructivist grounded theory approach26,27 we con-
ducted a qualitative research study of patient experiences before
and after TJR (see Webster et al. for detailed methodology in
Ref. 25). With ethics approval from the relevant institutional review
boards and informed consent from participants, we conducted
open-ended, semi-structured interviews with patients approxi-
mately 1 month prior to surgery and between 8 and 18 months
post-surgery. Participants were recruited by telephone from thesampling was undertaking using maximum variation sampling
followed by theoretical sampling based on sex, age, and joint
replaced (hip or knee)28. Our team determined that we had reached
a point of saturation when no new information was being gener-
ated and at this point we stopped recruitment29.
While longitudinal approaches to qualitative research vary in
deﬁnition and design30, they may include but are not limited to
continuous research in the same community over time and
repeated interviews with the same people at regular intervals31.
Longitudinal qualitative research affords the advantages of com-
parison and reﬂexive interpretation32. A semi-structured interview
guide was developed and adapted across the three time points of
the interviews in order to explore patients' experiences living with
OA both before and after TJR. Pre-operative interviews were con-
ducted between November 2011 and July 2012; interviews
approximately 8 and 18 months post-surgery were conducted be-
tween July 2012 and June 2013 and September 2013 and February
2014, respectively.
Four researchers (the two PIs, the interviewer and a research
assistant) each independently coded a subset of transcripts andmet
on a monthly basis throughout the data collection period to discuss
their evolving analyses and develop a coding framework. This also
enabled the team to practice reﬂexivity as we considered how our
individual views and disciplinary backgrounds might impact
interpretation of data. Eventually we grouped our codes into cat-
egories and themes that were used to construct a coherent narra-
tive about our topic. Qualitative research is designed to generate
“thick description” and ﬁndings are not meant to be statistically
generalizable to entire populations33. Instead, the richness of the
description is an indicator of rigour as it enables the insights or
theories generated to be transferable to other settings34.
Results
Thirty-three patients participated in the ﬁrst round of in-
terviews, 30 in the second and 29 in the third round. We report
ﬁndings from the 29 participants who completed all three sets of
interviews (Fig. 1). Interviews ranged in length from 12 to 83 min.
Fifteen participants were female. Participants' ages ranged from 38
to 79 years. Thirteen participants had knee replacement surgery
while 16 had a hip replacement. Because we interviewed patients
at three time points, we were able to document the inﬂuence of
both social and medical processes on their lives over time. As we
began to analyse these accounts we identiﬁed several emergent
and interconnected themes that informed the variability in
participant experiences. Our core concept is organised around how
the experience of OA and subsequent TJR both inform and are
informed by both life and social factors beyond the medical that
impact participants' activity following TJR. In the following anal-
ysis, experiences are organized in relation to: (1) losses due to OA
prior to surgery; (2) the experience of TJR surgery; (3) issues with
multi-morbidity, including mental health, and multiple symptom-
atic joints; (4) social context; and (5) fears around the new joint.
(1) Losses due to OA prior to surgery
In reﬂecting upon their lives prior to OA participants described
taking part in activities ranging from walking the dog and
gardening for leisure to regular involvement in high intensity
sports (e.g., hockey, running). In these accounts participants
described taking their participation in these activities for granted.
As one participant noted, “I was working full-time. I was walking
when I wanted to exercise. I was gardening. I looked after my own
Fig. 1. Flow chart of participants in study.
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female, late 60s, hip, pre-surgery.]
Participants described how they had already adjusted to “doing
things differently” prior to their TJR surgery. They had changed the
activities they engaged in or even how they engaged by the time
they had surgery. Most had given up or modiﬁed their participation
in activities that they enjoyed due to their OA. In addition tomakingadjustments, accounts of stoicism were prevalent in many partici-
pants' determination to continue “pushing through” the pain [P9,
female, early 60s, hip, pre-surgery]. For others, passionate interest
in certain activities seemed to deﬁne their lives and the ability to
continue to do these activities was central to not only their quality
of life but their sense of self “as” active or “as” a cyclist. For these
participants, TJR was perceived as an opportunity to resume their
F. Webster et al. / Osteoarthritis and Cartilage 23 (2015) 860e867 863participation in sports or other activities that were central to their
lives. Being active was described as their natural state and taking
part in sports, for example, was an important part of their lives
which had become interrupted by OA pain:
I'm hoping to get back to pre-bad knee life. I want to get back into
my golﬁng…but the big thing for me is the ability to go back and
walk on the golf course because my walking is extremely limited…I
mean the summary of my knee and the impact of it on my life is
really…the limit that it has on my favourite past time. [P8, male,
early 40s, knee, pre-surgery]
Although the vast majority of participants cited various activities
that they could no longer do or that were limited, a few disagreed.
One participant even suggested they had becomemore active post-
OA diagnosis as the following account exempliﬁes: When I was
diagnosed that was probably almost at its worst. My leg was really
painful back then, which is interesting because I probably wasn't as
active as I was after I was diagnosed. Actually, getting the osteoar-
thritis has been a good thing because I've really become much more
active as a result. [P14, male, early 50s, hip, pre-surgery.]
(2) The experience of surgery as an intervention
Participants described a wide range of surgical outcomes. For
those participants who felt they did well following surgery, TJR
seemed “like a miracle.” [P25, male, early 60s, hip, 8 months post-
surgery] They described returning to their favourite leisure activ-
ities, but without pain: “I gave up golf last September. […] Now it's
a totally different story. I have no pain.” [P20, female, early 50s, hip,
8 months post-surgery] Or as one participant summed up: “I'm
back to normal as far as I'm concerned.” [P29, female, late 60s, hip, 8
months post-surgery.]
Others were not quite where they wanted to be, yet remained
optimistic they would eventually become pain-free and fully
mobile again. They were grateful to have their pain at least
partially alleviated although they continued to have problems
with some pain or mobility. Still others had not recovered fully but
seemed resigned to what they described as a partial return to
activities.
I've gotten back to [martial arts]. I'll never be able to do it the way I
did. But that's ok, I can do it. I can show people how to do it, and
that allows me to teach. That's my passion for that. So yes, I haven't
come across anything that I can't do, that I want to do. So that's
good. [P32, male, early 40s, hip, 8 months post-surgery]
For those who described a poor recovery, their accounts
included expressions of frustration. Some participants told us that
their pain or mobility issues had worsened since the surgery. Oc-
casionally, some participants even described having a new activity
limitation following surgery.
It's not great. I've had problems with it. Just bending. I'm not getting
the total range. […]So it [knee] kind of restricts me from doing some
things. Stairs and things are a bit of a problem. If I try to ride a bike
it's a bit of a problem because it just doesn't bend far enough to do
that. [P19, male, early 60s, knee, 18 months post-surgery]
Many of these participants described complications following
surgery, which continued to directly affect their activity levels at
the time of the third interview. For some, complications included
accidental falls and fracture. For others, complications included an
embolism in the affected leg, post-surgical anaemia, hospital ac-
quired infections and infection in the surgical wound.I got an infection inmy knee…so it's been a little up and down these
last few months. [P2, female, late 60s, knee, 18 months post-
surgery]
(3) Issues with multi-morbidity, including multiple painful
joints and mental health
Although most participants described a dramatic decrease in
pain in their replaced joint, many became aware of or continued to
experience pain or stiffness in other joints. This other joint pain
made them less likely to take part in activities.
The ankle was bad when the knee was bad because I was weight-
bearing on it but now it has reversed because the ankle is at the
point where it feels like it's not going to last. […] It's difﬁcult to tell
[what activities I will return to] because the ankle is also holding
me back so when you have got other things going on it makes it
tricky. [P3, female, early 60s, knee, 18 months post-surgery]
In addition, some described emergent mental health issues that
were exacerbated by the unanticipated feelings of helplessness
immediately following TJR. Some participants described feeling
discouraged when they felt they were not progressing fast enough.
You just get a little depressed about it at times, I guess, it just feels
like I'm not going to get there. You kind of think, okay, is it going to
be like this for the rest of my life or what, or can something be done.
[…] It is depressing… you're not getting anywhere, that's the thing.
There's stuff you want to do and you can't do it. [P19, male, early
60s, knee, 8 months post-surgery]
(4) Socio-cultural context
Many participants described aspects of their lives that had a
tremendous impact e both negative and positive e on their return
to activities following TJR that were unrelated to their health or
surgery.We have categorized these aspects as socio-cultural as they
relate to issues such as family composition, geography and socio-
economic status. For example, several participants experienced
signiﬁcant life changes in the months between their surgery and
their ﬁrst follow up interview. One participant found it difﬁcult to
make friends and to engage in social activities following the loss of
her husband and moving to a new home:
Iﬁnd it veryhard tomake friends and toputmyself intoa social circle
on my own. I'll go if somebody approaches me or I'll go with some-
body else that I know and maybe I'll get going that way, but right
now I've been here [in new home] for twoweeks and everybody has
been so nice welcoming me, but you don't see anybody. And, I ﬁnd
that once your husband passes away, other women around you
become funny. [P12, female, late 60s, hip, 8 months post-surgery]
Several participants felt they needed more physiotherapy than
that provided through provincial health insurance. Additional
therapy visits came out of pocket. Some were able and willing to
cover this additional cost, whereas others were not.
I did [physiotherapy] by myself. I had a printout of the exercises.
Here in [rural area] there's not too much. Well, there's a centre
there but you have to pay for it yourself, so I did it myself…It was
hard to motivate yourself to do that, but I did that quite a bit. [P10,
male, early 70s, knee, 8 months post-surgery]
Similarly, some participants simply could not afford the addi-
tional costs associated with recovery, such as making modiﬁcations
to their home, despite advice from their physiotherapist.
Table I
Supplementary quotes
1) Losses due to OA prior to surgery
I stopped [practicing martial arts] probably, really, about a year and a half ago. It got to the point where I was feeling embarrassed about the ability that I had or the kinds of
things that I could do. It didn't really affect the people around because they had all seen me six or seven years ago, but it started to affect me. I didn't want to be …
because I'm an assistant instructor, I have an instructor and then I'm number two basically, I don't want to be the face of the school if I'm doing things that way. You don't
want to embarrass the school. I don't want to embarrass my instructor. I probably started to pull back about a year and a half ago. I pretty much stopped doing it since
the beginning of the year. […] It started my ﬁrst year of university. It was one of those things that I wanted to do as a kid because if you were a manmy age, you grew up
watching kung fu movies on Sunday afternoon. [P32, male, early 40s, hip, pre-surgery]
I'm an environmental activist. That's what I do. Andmywhole philosophy is physical activity through active transportation andworking withmunicipalities and schools to
create environments where people choose to walk, because we all walk everyday but our walking environments are not very good. [P3, female, early 60s, knee, pre-
surgery]
Part of the reason I went to get the surgery was that I am really active and I could only hike for about maybe 40 minutes before it really started hurting and stuff…” [P16,
female, late 60s, knee, 8 months post-surgery]
I'm certainly not going to lie in bed and do nothing. That would be e you can only do so much of that. [P7, female, early 70s, knee, pre-surgery]
I'm the type to just keep going, like I don't want anything to inhibit me from doing the things that I want to do… […] I'm not one that gives in to things very easily. [P12,
female, late 60s, hip, pre-surgery]
I think I'm pretty mobile and things have been fairly normal, but you get used to it. So there's probably a level of pain that I will put up with that other people wouldn't.
[P13, female, early 60s, hip, pre-surgery]
I'm stubborn so I try to do as much as I can, but I can't lift as much as I had before… [P16, female, late 60s, knee, pre-surgery]
2) The experience of surgery as an intervention
I just love it. I love it. I can sit cross-legged. I can get down on my knees. I can get up. I'm able to work in the garden…I can get down on my knees and weed…. I can walk
now. I can hike. Uneven terrain doesn't bother me. [P4, male, early 70s, knee, 8 months post-surgery]
Oh, there's a tremendous amount of stuff that I've done lately that I couldn't have done before. As I said, walking a round of golf, walking 18 holes or 9 holes of golf, I just
couldn't do it. Riding on the bike, I couldn't do it. Standing for a little bit, I couldn't do it. So, all that stuff I just couldn't do. Has that changed my life? It's changed my life
in the sense of I can go out and say I'm going to do it and not worry about breaking down halfway through or not being able to do it. [P8, male, early 40s, knee, 8 months
post-surgery]
The only thing that's bothering me is what happened frommy calf down to my foot is not the same, never has been the same after the surgery. I can feel it all the time. It's
like something that's there. I can't explain it. I can do the motion of anything but not quite as far as the other foot. I feel that it's sort of like pins or needles but not as
piercing as pins and needles would be… It has not gone away. And the way it feels, I don't think it's ever going to go away. I'm not really bothered or hindered in my day
about it. [P12, female, late 60s, hip, 18 months post-surgery]
Now I've noticed my balance is worse since I've hadmy hip done, but saying that, [surgeon] has checkedme over thoroughly and the knees are even, the feet are even. You
don't even think about things like that. I said to him the last time, does that ever change. He said, not usually, but he said, we have the odd person who they're not quite
as even as they should be, or somehow through the healing process, so he said, it's something we check each time you're here. [P13, female, early 60s, hip, 18 months
post-surgery]
That was infection I got. That was in there, that's why they had to do it again [revision]. They cleaned it all out and put it back together. […] Part of the reason [I] can't bend
[my] knee is because the infection built up so much scar tissue…but they said that would happen because of the scar tissue. [P4, male, early 70s, knee, 18 months post-
surgery]
I have been mentioning all along, since my surgery, in recovery, that it was just too loose. It's like… I can just feel it when I'm doing, when I'm moving back, side to side
now, it moves around, it doesn't feel stable. In behind the back of the knee, there is something that moves around there, particularly on steps it moves around a lot. With
that movement, it causes inﬂammation, so the knee gets quite swelled, and then it becomes stiff because it's so swollen, so it's kind of a weird thing. I've been
mentioning that since my surgery, even after physio was done, and the surgeon that I had, he was not in agreement withme. I was referred to this other surgeon, and as
soon as he looked at it, he said to me, it's too loose, he said, we've got to go in and tighten it up. So I felt better, I felt that I was actually acknowledged. [P15, female, early
50s, knee, 18 months post-surgery]
Quite literally, without hyperbole, [the physiotherapist] may have saved my life. She was able to identify that I had pleural emboli, and nagged me to go back to the
hospital, and they said if I hadn't come, I could have easily have died. So I've got a lot of warm feelings towards her. [Were the embolisms related to the surgery?] Yeah,
apparently so. They discharged me with a bladder infection, a lung infection, and a moderate-size embolism in each lung. [P24, male, early 70s, hip, 18 months post-
surgery]
3) Issues with multi-morbidity, including multiple painful joints and mental health
[My other hip] kind of hurt a little bit before the surgery, but not that much. But now that you have got a good leg, and I was using the left hip to favour…because when I'm
recouping the right hip, then I started noticing, my left hip is hurting a lot. [P25, male, early 60s, hip, 8 months post-surgery]
It's gotten to the point where it's starting to be a problem again. I think, in part, it would have been ﬁne had my knees and this leg been stable because I would have been
able to continue to strengthen it and do those kinds of things. But because this leg has been a problem, my ability to rehab this leg has affected the strength in this leg
and that's caused the hip to degenerate a little bit more. […] You know my body is probably, my skeleton is the skeleton of a 65 year old. So I'm 20 years older than I
really should be. The bionic bits will drop 10 years, but I'm still 10 years older than I should be skeletally. That's what I feel. In that sense alone just that understanding
that my body is degenerating faster than a normal 45 year old is a disabling thing. [P32, male, early 40s, hip, 18 months post-surgery]
I could have had much better nursing care. There was one girl in particular, but how can you specify? I just wasn't treated well and that part made me depressed and so I
was so glad to get home, and I think that's how I got through the homecare a lot easier because the hospital was not that great. […] And, then at the end of my visit to the
hospital, a battery of people came in. There must have been ﬁve or six of them, and they all looked at me. I can't remember really what they said, am I ready to go home,
that kind of thing. And, of course, I'm going to say yes. And then that was it. They all left, nothing. It was kind of a very cold experience. [P12, female, late 60s, hip, 8
months post-surgery]
4) Socio-cultural context
But we were getting to the point where we thought we really ought to move before we had to move, and then lumber the children with moving us since we had the
apartment here anyway. So we sold the house, which was slightly traumatic at the time because it was on the lake. But actually wemoved back to the apartment [in the
city], and we've been really very, very happy there. [P23, female, late 70s, knee, 18 months post-surgery]
You know what I wasn't ready for was after the surgery I hadn't really set anybody up to come over. I live by myself. And I just thought, oh yeah, I'll be ﬁne. […] When
you're on your own you're not prepared for that. I wasn't prepared for it, and I really did need somebody. [P14, male, early 50s, hip, 18 months post-surgery]
[The physiotherapist] gave me exercises that I was doing at the gym. So I thought to myself, well, I'm already paying $72 to belong to the gym, why am I going to put out
$30 or $40more a month to go to therapy. So I went for six weeks and then I quit because I didn't feel like it was doingme any good. [P12, female, late 60s, hip, 8 months
post-surgery]
I must say I am very hard onmy knee, just because of my lifestyle. I'm onmy own trying tomaintain a large building, maintain a business. And it's a business that involves a
lot of lugging and slugging and on your feet. So, I tend to not stop, but work until it's done, and then I'll put it up. I know that's wrong, but it's just kind of the way I am. So,
my knee, a lot of the time, is quite swollen, and it's because I'm hard on it. I know I don't even make sense when I'm talking like this, because it just sounds like I'm doing
what's wrong, which is true. But you do what you have to do. [P15, female, early 50s, knee, 8 months post-surgery]
I didn't have anybody to go [boating] with me, so I didn't go at all. I dont think I could load [the boat] up and put it in the water or whatever all by myself. my son was
supposed to come with me a couple of times, but he reneged on it. [P10, male, early 70s, knee, 8 months post-surgery]
F. Webster et al. / Osteoarthritis and Cartilage 23 (2015) 860e867864
Table I (continued )
5) Fears around the new joint
I'm cautious with what I do with it, so I don't know if I'm putting all the pressure on it that it could accept. [P8, male, early 40s, knee, 18 months post-surgery]
It's an artiﬁcial hip, it's not the same as having your own, so you do things a little bit different….It just makes it that you're aware that you have a different hip now and so
it's going to work differently. It's not going to be the same as if it were your own well hip. [P12, female, late 60s, hip, 8 months post-surgery]
…it's just pick-up hockey it's just a fun kind of thing. But stuff can always happen, and somebody could lose their footing or something and slide into you and take you out
at the knee….I've often thought of that. I'm going to have to be really careful because if somebody does take me out and causes some damage there I might be in big
trouble. [P19, male, early 60s, knee, 8 months post-surgery]
Our family doctor said I don't care if you have a new knee or not, get out and walk in the winter, but I was like I can't, I can't. The risk is too high so I'm not doing that. […]
I'm a little nervous on ice. I'll walk on it, but I'm a little nervous with it, that's all. [P33, female, late 40s, knee, 18 months post-surgery]
It's just that I'm not quite as fast, I'm a little bit unsteady. But I think that's probably more because I'm afraid to fall down. If I fall down, I will probably never get up again.
[P2, female, late 60s, knee, 8 months post-surgery]
Before I was playing some hockey and stuff like that, but I'm a little leery of doing that again. I was thinking if I fell andmy knee bends further than it normally does, I don't
know what's going to happen. [P19, male, early 60s, knee, 18 months post-surgery]
I don't think it's as fragile as youmight think. It's probably stronger than this one [her right hip]. If you think about this [new] hip, it's probably stronger than this hip once it
gets all in place. [P9, female, early 60s, hip, 8 months post-surgery]
…actually, my knees are studier than yours are because they're mechanical and they're metal. [P13, female, early 60s, hip, 8 months post-surgery]
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that my bathroom was not safe for me…Recommendations were
made. Unrealistic. We don't have ﬁnances just ﬂowing. [P33, fe-
male, late 40s, knee, 8 months post-surgery]
Others reﬂected on their good fortune in having a supportive
spouse to help during the early stages of recovery and motivate
them: “I was fortunate enough my wife took some time off so she was
able to help. If you don't have a support system, I don't know how you
would be able to do it” [P17, male, late 30s, hip, 8 months post-
surgery]. For those participants who lived on their own, they
were grateful to have a network of friends and neighbours to help
them. Having support and access to resources seemed to inﬂuence
participants' return to activities even when they suffered a surgical
complication. For example, one participant with a strong support
network suffered a post-surgical infection; it was treated imme-
diately and 18 months post-surgery, this participant had fully
recovered and returned to her favourite activities, and emphasized
that “the hip has been such a positive experience.” [P13, female, early
60s, hip, 18 months post-surgery]. For another person a medically
straightforward recovery was rendered difﬁcult because he lived on
his own, “I live by myself. And I just thought, oh yeah, I'll be ﬁne. [But] I
wasn't prepared for it, and I really did need somebody. [P14, male,
early 50s, hip, 18 months post-surgery.]
(5) Fears around the new joint
When discussing or describing their hip or knee replacement,
most participants used ‘disembodying’ or distancing language to
describe their prosthesis. For example, many participants referred
to their new hips or knee as “it” rather than “my” to describe the
replacement, even going so far as to say they felt “squeamish at the
thought that…that's a foreign object in there” [P15, female, early 50s,
knee, 8 months post-surgery]. This participant described feeling a
lack of trust in the hip and the need to mentally adjust to the
replacement, even 18 months post-surgery:
You don't trust the hip. You're thinking about this new thing you
have inside your body. I think there is a mental as well as a physical
adjustment. [P33, female, late 40s, knee, 18 months post-surgery]
This alienation from the prosthesis led some to be always
conscious of its existence, even when they felt themselves to be
doing well otherwise. This heightened awareness of the replace-
ment also exacerbated participants' fears of falling and desire to
protect the replacement to avoid having to go through the surgeryagain. Further, this fear of falling detracted from some participants'
engagement in activities.
I used to cross country ski but I don't want to fall. I don't want to
hurt myself. I don't want to hurt anything. I just don't want to put
anything at risk. [P6, female, late 50s, hip, 18 months post-surgery]
However, not every participant was fearful of falling or
damaging the prosthesis. Instead, these few participants celebrated
the strength and durability of their replacement: “I mean, it's ti-
tanium, isn't it? So I ﬁgure it should be better than your other one”
[P9, female, early 60s, hip, 18 months post-surgery]. In fact, after
suffering a fall following TJR, another participant had increased
conﬁdence in the durability of their replacement (see Table 1 for
supplementary quotes).
Discussion
The longitudinal approach taken in this study allowed us to
capture an in-depth understanding of patient experiences in which
TJR was one of many intersecting aspects of their experience with
OA pain. As noted previously, inmost quantitative studies of OA and
TJR to date, measurement has been organized around performance-
based measures and patient reported outcomes (PROs) related to
activity following TJR. For some patients in our study, chronic OA
pain and mobility issues caused them to give up certain activities
long before surgery. These activities were no longer part of their
lives and, hence, the concept of ‘returning’ was not germane. For
others, an important life change, such as the death of a spouse or a
geographical move, seemed to be a key factor in determining
participation in activities post-TJR. Unexpected surgical complica-
tions, a problem in a new joint or low mood necessitated activity
restriction for some participants. In addition, while we have strong
evidence that TJR results in large and signiﬁcant improvements in
pain, basic mobility and activities of daily living following TJR1e9,
this outcome is not experienced by all patients. For a proportion of
patients, TJR is associated with complications or is
unsuccessful35,36.
The results of this research reinforce that the patient experience
of health and health care is complex, multi-dimensional and rela-
tional37. Current qualitative research has not addressed this ques-
tion explicitly38e40 and existing quantitative research has focused
on frequency or quantifying amount of activity without addressing
socio-cultural factors that impact why people do and do not return
to activity10e13. For example, Maxwell et al. identiﬁed that in-
dividuals under 65 years had decreased limitations in participation
measured by the Late Life Disability Index41whereas those 75 years
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replacement42. These authors additionally identiﬁed that depres-
sive symptoms, lower pre-surgery function and other knee symp-
toms were associated with more participation limitations. While
this work is informative, the outcome focuses on limitations which
wewould argue does not directly address the question of frequency
of engagement in activity.
In this study we applied a social science lens that allows for
theorisation around how medical, social and psychological factors
intersect in patient's experiences. We argue for a re-
conceptualization and hence different measurement of
complexity in patients with OA. Other recent studies have high-
lighted the inadequacy of current models that deﬁne complexity as
the presence of multi-morbidity and do not take into account fac-
tors such as socio-cultural issues43. In our study the experience of
TJR was mediated through a set of complex psychological, social,
relational and physiological experiences. The complex interplay of
the social, medical and behavioural/psychological are often not
taken into account in studies exploring how and why people do or
do not engage in activities after having a primary TJR.
Our ﬁndings suggest that multi-faceted experiences impact
participation in activity following TJR. As such, there is an urgent
need for people to be supported in away that takes into account the
impact of socio-cultural factors in order to improve their quality of
life and health. These factors include changes in lifestyle that occur
over years of living with pain and that preclude a ‘return to normal’,
socio-cultural factors such as loss of a spouse or moving cities, as
well as multi-morbidity and other symptomatic joints. While most
participants in our study did experience relief from their pain in the
affected joint following TJR, we found that a signiﬁcant number did
not return to their previous activities. For many, this change in
activity had more to do with either pain in other joints or other
non-medical factors, such as the context of their lives. These other
factors are rarely considered in the literature.
Limitations
Participants were recruited from tertiary care centres which
may have impacted the type of participants in our study. In addi-
tion, we did not include recent immigrants or patients for whom
English was not a ﬁrst language. Given the importance of language
and culture in determining health outcomes, this is an important
area for future research.
Conclusions
A variety of factors, including socio-cultural context relation-
ships with others, particularities of surgical outcomes including
unexpected complications, co-morbidities and involvement of
multiple joint, and changes in life circumstances, all played an
important and intersecting role in recovery following TJR. Few ac-
tivities are carried out alone but are done with others, including
family members, friends, colleagues and partners. Thus, for some
participants, moving to another citymeant a temporary loss in their
social support network. This seemed to impact their participation
in social outings. Further, even patients who consider their recovery
to be good described that they continued to have some pain and
symptoms post-TJR. Personalized approaches that include holistic
therapies for those who are also candidates for and receive TJR may
be critical to promoting healthy aging in people with OA.
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